Aim: We sought to study the usefulness of lower urinary tract symptoms and postvoid residual urine volume in the diagnosis of voiding dysfunction in elderly men.
Introduction
The bladder has been labelled as an unreliable witness [1] in the sense that workers in the field of urinary incontinence found that the symptoms presented tended to have a poor correlation with the actual voiding dysfunction. More recently, this notion has been challenged by other workers who stated that the bladder is indeed a reliable witness [2] . This comment was supported by the results of a study which showed that clinical evaluation relying on lower urinary tract symptoms, bladder charting and measurement of the postvoid residual urine volume led to correct diagnoses in 91% of patients when compared to the findings of invasive urodynamic assessment [3] . To date, most of the studies done on the elderly only included females or had a preponderance of females in the study population, with at least two showing reasonable accuracy of symptoms [3, 4] , and another showing that this was not so [5] .
In view of the conflicting results of studies done as well as the relatively sparse data for males, we sought to determine the accuracy of symptoms and postvoid residual urine volume measurement in the diagnosis of lower urinary tract dysfunction in elderly men. This issue is particularly relevant in settings where more sophisticated urodynamic facilities and expertise are not immediately available -a situation common at the primary health care level. Lower urinary tract symptoms are common in elderly men [6, 7] and are often associated with treatable voiding disorders such as detrusor instability and bladder outlet obstruction from benign prostatic hyperplasia. The need for accurate diagnosis is thus important.
Methods
For this study, 126 men aged 65 years or older who were referred to the Continence Clinic of the Department of Geriatric Medicine at our 1000-bed acute general hospital were included. They were either inpatients of the department, outpatients at the Continence Clinic or Geriatric Clinic at the hospital, or referred patients from geriatrician-run continence clinics in the community with a linkage with our department. All these patients were screened by a geriatrician before referral for urodynamic studies. They had lower urinary tract symptoms persisting after the transient causes of incontinence [8] excluded (esp, urinary tract infection, stool impaction). All referring geriatricians had the same general policy of referring this subset of elderly men for urodynamic studies to guide further management, if these patients were willing to undergo this evaluation. Patients with previous transurethral resection of the prostate and those who were unable to give a history because of aphasia were excluded. Referred patients who could not be catheterised on account of a urethral stricture, and who were therefore excluded from the study were exceedingly few (less than 5% of referred patients).
The study was prospective in design. A detailed clinical history including lower urinary tract symptoms, relevant medical conditions, and previous urological surgery was obtained in each patient. In patients with dementia, supplemental history from the main carer was obtained. The AUA symptom score was not used for this study as when it was available after the start of the study, even the Chinese version could not be applied to non-literate and non-Chinese patients who could not understand the English language. A physical examination focusing on the neurological and urological systems was carried out and documented. A urine specimen for urinalysis was obtained to rule out pyuria or haematuria. Patients with these features were excluded. As part of the urodynamic evaluation, all patients underwent filling and voiding cystometry using the Dantec Menuet urodynamic equipment. A size 10 Nelaton catheter and a fine epidural catheter were introduced together into the bladder per urethra. During the filling phase, normal saline was infused into the bladder at a rate of 30 ml/s via the Nelaton catheter. The epidural catheter was connected to a pressure transducer to measure the intravesical pressure. A balloon catheter was inserted into the rectum to measure the intra-abdominal pressure. Detrusor pressure was obtained by subtracting the abdominal pressure from the intravesical pressure. At bladder capacity, the Nelaton catheter was withdrawn and the patient voided with the epidural catheter in place.
For the purpose of this study, the following definitions were applied:
1 The statistical analysis package SPSS was used to sort the data. In addition, sensitivity, specificity and predictive values of symptoms and post-void residual urine volume in the diagnosis of the major types of voiding dysfunction were computed.
Results
The median age (range) was 75 years (65-94). Overt neurological diseases were present in 60.3% of subjects. These included cerebrovascular disease (48.4%), parkinsonism (14.3%) and myelopathy (5.6%). Dementia as diagnosed on a clinical basis by trained geriatricians was present in 21.4% of subjects.
The prevalence of detrusor instability was 88.1%, bladder outlet obstruction was 38.1% and impaired detrusor contractility was 23.0%.
The sensitivity and specificity of symptoms in the diagnosis of detrusor instability, bladder outlet obstruction and impaired detrusor contractility are shown in Tables 1, 2 and 3 respectively. The corresponding values for patients without dementia are also shown in these tables. In addition, the sensitivity, specificity and
